The overall structure of the classifi cation system is based on fracture location and morphology. The fracture location comprises the different long bones and their respective segments and subsegments. The morphology of the fracture is documented by a specifi c child code that stands for the fracture pattern, a severity code, and an additional code that is used in certain types of displaced supracondylar humeral, displaced radial head and neck, and femoral neck fractures. 
Code for bones and segments
The numbering of bones (1-4) and segments (proximal = 1, diaphyseal = 2, distal = 3) is similar to that in the Müller AO Classifi cation of Fractures-Long Bones, one difference being that malleolar fractures are coded as distal tibial/fi bular fractures. Also, the defi nition of the three bone segments is different to that in adults (see code for subsegments). The letters "r", "u", "t", "f" stand for radius, ulna, tibia and fi bula and are added to the segment code, in paired bones, when only one bone is fractured or both bones are fractured with a different pattern. The metaphysis is determined by a square the sides of which have the same length as the widest part of the growth plate. In paired bones such as radius/ ulna and tibia/fi bula, both bones must be included in the square. The proximal femur is an exception. Its metaphysis is not defi ned by a square but located between the growth plate and the subtrochanteric line.
If the center of the fracture lines is located within the above mentioned square, it is a metaphyseal fracture. If the epiphysis and respective growth plate (physis) is involved, it is an epiphyseal fracture. Fractures of the apophysis are considered as metaphyseal. Transitional fractures with or without metaphyseal wedge are classifi ed as epiphyseal. Intraarticular and extraarticular ligament avulsion fractures are epiphyseal or metaphyseal injuries, respectively. There is a number of important fracture patterns in children that are described by the so-called "child code". These fracture patterns are specifi c to the subsegment they are located in and therefore grouped accordingly as E, M, or D. This code also takes into account internationally accepted fracture patterns in children. 
Severity code
Code for the side of avulsion This code distinguishes between two grades of fracture severity: simple (.1), and multifragmentary (.2).
The letters "m" and "l" stand for medial and lateral to indicate the side of ligament avulsion.
. 
Yes Yes
To identify the real size of the capitellum in young children in the lateral view, a circle with a diameter equal to that of the bone shaft should be placed over the visible bone nucleus.
Any sign of translation suggests a lack of bone continuity.
Classifi cation according to morphology Radial head (21r-E/1 or /2) and neck fractures (21r-M/2 or /3) are described by an additional code (I-III) that takes into account the axial deviation and level of displacement. Example: 21r-M/3.1 III. When, in paired bones, (radius/ulna or tibia/fi bula) both bones are fractured with the same fracture pattern (see child code), these two fractures should be documented by only one classifi cation code. In such case, the severity code will be that of the bone that is more severely fractured.
When, in paired bones, only one bone is fractured, a small letter designates this bone (ie, "r", "u", "t" or "f") and should be added to the segment code. Example: 22u describes an isolated diaphyseal fracture of the ulna.
When, in paired bones, both bones are fractured with different fracture patterns, each fracture must be coded separately and the corresponding small letter must be included in the code. Example: A complete, spiral fracture of the radius and a bowing fracture of the ulna are coded as 22r-D/5.1 and 22u-D/1.1. Some of the most frequent fracture combinations can be found at the end of this brochure. For more information on how to get this software, visit the following website:
www.aofoundation.org/aocoiac All other surgeons who participated in the successive classifi cation validation sessions are thanked for their fruitful support in the development and validation of this pediatric fracture classifi cation system.
